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This note is part of a research project funded by the John D and Catherine T MacArthur Foundation 
in the Centre for Budget and Policy Studies, Bangalore. It was prepared by Anaka Aiyar under the 
guidance of Poornima Vyasulu. Colleagues in CBPS offered comments on an earlier draft. We benefited 
from the discussions at a presentation made to our academic council, which helped us improve the 
presentation. Though firm conclusions have not been possible, it is hoped wider debate among 
NGOs and academics, and health department officials will help improve the system, help fifl in the 
gaps and lead to better estimates. It is being presented to a larger audience to encourage debate. 
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Recently, in the sphere of development debates, budget analysis as a tool is gaining popularity. It i 
felt that this tool enables us to understand how the defined goals of Paring.» a 
pronouncements are provided for in terms of financial resources. This note is a part of such a bud > 
analysis process of the RCH programme as it examines the allocation of funds to the RCH haat 
especially for the districts Chamrajanagar and Chitradurga. On the second level, the paper analyses 
data that has been collected at the Primary level by CBPS from an exhaustive survey that was conducted 
in 2004 in the above 2 districts. 


af 
The report tries to capture the gaps that are prevalent between the primary data and the budget data 
as well as tries to examine if the government is achieving its Targets in improving Reproductive 
Health Care. 


The note is based on the work of a project in Karnataka, undertaken by CBPS, looking into the role 
of the PRIs in providing effective RCH services. The project focuses on three issues - accountability, 
accessibility and affordability of the RCH service in Karnataka and Budget analysis is one of the tools 
used to understand the efficacy of RCH services. 


Table 1 — Karnataka World Bank Report 


In 1999, the Karnataka World Bank report made the following observations and recommendations 
on the Maternal and Health care Project of the Karnataka State government: 


The Maternal Mortality Rate was high at 450/100000 live births.’ 


-*% 84% of the pregnant women in the State received ANC. 


* 38% of the women delivered in formal health institutions. Of this nearly half of the deliveries 
were attended to by doctors, nurses or midwives, 22% delivered with the help of TBAs. The 
rest of the women had unattended deliveries at the institutional level. 


*% Nearly 25% of all mothers did not receive TT. Of these women, 75% received OFA tablets. 


# Number of PHC/Lakh of population was 4.64 and number of sub centers per lakh was 24 
in 1999. Each PHU was to cater to a population of 15000’. 


* Per capita expenditure on health (in 1995-96) was projected to be Rs121 34° 


At the village level there was to be at least one Dai for a population of 1000. 


(Footnotes) 
: it was the highest amongst the Soufh Indian States. aoe 
Present GOI rules state that each PHC has to cater to a population of 30000 and each su 


center should cater to a population of 5000. 
’ Recent statistics (2001) have concluded that health care service 


capita at the state level. 


s are provided at Rs.210 Per 


Provision for RCH in the State Budget 


In continuation of its earlier Maternal and Child Heath services schemes, the government ok Kesaiotoke 
launched the Reproductive and Child Health [RCH] programme in 1997 with some modifications in 
the scope and approach. The new RCH service would cover the following additional aspects — 

1. Improved coverage of Ante Natal Care (ANC) for pregnant women 


2. Education on AIDS and Reproductive Tract Infections (RTI) 
3. Education for the youth on various issues with regards to reproductive and child health 
4. 


Contraceptive use 


One of the most interesting points is that in the state budget 2004-05, there was no separate head 
for the RCH service, either under the medical and public health head account or the family welfare 
account. This could have been possibly because the term MCH was used interchangeably with RCH 
or the RCH services were integrated into the MCH services. Another trend that was noticed with the 
government welfare budgets was that, the government had information on funds allocations to TT 
and ANC coverage. What services constitute, for example, the broad heading of ANC is not known. 


Another problem of this budget analysis is that the heads identified as allied services of MCH are 
under various collective heads. It almost impossible to determine what proportion of allocations to 
water, electricity and even PHCs would go into maternal health. This has made the unbundling of the 
allocations difficult and hence it is difficult to tell whether the programme has had a targeted success 


or not. 
Given a constraint of this nature, most of this study is based on analyzing of the MCH budgets.' 


In the nineties, the Karnataka government put aside Rs 1,10,000 lakh for total medical and public 
health expenditure. The State proposed to spend 3.6% (Rs 3690 lakh) of this on family welfare 
programs. As a component of Family Welfare expenditure, 12.54% (i.e. Rs. 463 lakhs) was allotted 
for maternal and child health services”. At the end of the ninth plan we found that 97% of the total 
medical and health expenditure was actually spent®. Only 83% of the family welfare budget was 
realized in actual expenditures, out of which only 3% (Rs. 97.30 lakh) was spent on the MCH Services. 
This amount is 21% of the allocations made in the budget for allocation to MCH services. At the Zilla 
Panchayat level Rs.756.62 lakh was spent out of the available Rs. 1000 lakh on MCH Services. The 
first question that comes to mind is — why is there such a huge difference between what was allocated 
and what is actually spent on MCH services? 


(Footnotes) 


4 
In fact the key component under RCH seems to be sterilizat ion! 


The MCH services come Up under various heads in the general and family welfare allocations. 
In the general health services it shows up as expenditure on the upkeep of the infrastructure 
and training etc. In the Family welfare allocations, there are heads we have identified as direct 
MCH services. A list has been provided at the end of the report (See Section | A). 

This was also seen in an earlier study of CBPS - Maternal health as Seen in Budget Data... 
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In addition to there being a gap between allocations and expenditures, one found that b 

ninth and the tenth plan budget, allocations to family welfare and MCH in maens po — the 
as a percent of the total state health budget have decreased. One reason might be oo ic “wy 
introduction of the national rural health mission, the state government could be te te re 
responsibility of providing quality health care services to the center. For example, even up to ten r 
plan, the state was involved in supplying drugs for family welfare, Scaaanee: Raabe: as a6 
center was involved in providing services such as education, sterilization, training for skilled birth 
attendants, and so on. 


Note - If this trend continues in the tenth plan, given the budget allocation for health services 
of Rs 1,54,000 lakhs, one would find that the projected expenditure on Family Welfare would 
be Rs.5565.35, and the actual expenditure would amount to Rs.4631.513 lakh. The actual 
expenditure on MCH services would be Rs. 138.94 lakh. 


From the allocations at the state level, we moved on to the allocations from the state to the various 
districts for the year 2004-05, looking at the two districts where CBPS was carrying out an extensive 
survey on maternal and health care services - Chamarajanagar and Chitradurga districts. In order to 
examine the effectiveness of the budget, actual expenditures need to be studied. However, this 
information was not yet available. 


Allocations under Medical and Public Health Heads _ District Wise 


Under the heads of Medical and Public Health, Chamarajnagar was allotted 3% of the state budgets 
while Chitradurga has been allotted 6% for general health services. The basis for this allocation is 
not clear to us. 


Plan Allocations’ 

Under the plan allocations, the exact heads for MCH could not be identified. Accounting heads such 
as allocations to PHCs, upgradation of PHCs, dispensaries, rural health services and so on’ were 
used as representatives of the expenditure on MCH services. It was assumed that, budgets allocated 
under these subheadings might eventually reach the woman in some form of some service provided. 
Here too, 4% of the total state share is allocated to Chamarajnagar while 6% was allocated to 
Chitradurga. 


(Footnotes) 

‘ In theory, plan allocations refer to additional investments of a long-term nature on programmes 
introduced in that plan period. In this sense, this should indicate funding for the new initiatives 
taken up by the government. Plan allocations are transferred into Non plan allocations in 
consequent years. Unfortunately, the experience of programmes introduced in pe plans has 
been that funds allocated to ‘plan’ funding are not transferred to ‘non-plan’ funding. This 
distinction has thus lost all meaning (but is provided anyway). 

° Please see the list at the end of the report. 


to th 
For Chamarajnagar, we find that close to 19% of the budget for general health was ae . 
Taluk Panchayats and the rest was retained at the Zilla Panchayats. There is no allocation to the g 
panchayats from this head. For Chitradurga this distinction is not clear. 
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Note - While we look at the budgets, we find that the post box system of service delivery? 
seems to have been circumvented in the plan expenditure allocations. We find that the state 
has separate provisions for the Zilla and the Taluk Panchayats. The Zilla Panchayat will then 


transfer the funds to the Taluk Panchayat. 


Non-Plan Allocations 
If we look at non-plan allocations of the state to the Chitradurga and Chamarajnagar Zilla Panchayat’, 


we find that the state had allotted close to 97% of its non-plan expenditures on general health for 
salaries. To the Taluk Panchayat schemes, the state has allocated 53% of the non plan expenditures 


for general health to salaries. 


Most of the heads under which we have identified MCH services are largely expenditures heads like 
the upkeep of the PHCs, provisions for operating/ running costs such as water and electricity. These 
are also included in the calculation of budgetary allocations to MCH as they are essential to provide 


holistic MCH services. 
Between the 2 districts, Chamarajnagar somehow got a lower allocations under all the heads. 
Family Welfare Schemes 


Overall, 1% of the allocations for family welfare came from the state and 99% of the allocation from 
the centre. This is obviously not a surprising thing as the family welfare programmes is a centrally 
sponsored programme. 


In the allocations to the districts we find that, 8% of the total allotments for family welfare are 
allocated to MCH services for Chitradurga. In Chamarajnagar the allocation amounts to 4% of the 
budget. Here we have taken into account plan, non-plan, and state and centrally sponsored schemes. 


(Footnotes) 


? The post box system refers to the transfer of funds from the state to the ZP The funds are then 
transferred to through the ZPs to the TPs. 


We have looked at the budget for 2004-05 allotments. 
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Plan Allocations 


Bhs plan allocations also, Chitradurga got a higher allocations from the state and the centre!. In 
this head, we find various components for potential MCH services?. 


Non-Plan allocations 


0 
34% of ag state budget was allocated to Chitradurga for family welfare non-plan. There was absolutely 
no allocation by the state for FW pro 


grammes to Chamarajnagar. The DHO of Chamrajnagar also 
commented that there is no adequate funds available for the district. , 


This brings a few questions to mind 

1. How does the state allocate funds to the various districts2 On what basis is this done so? 
What is the pattern of need assessment that the state uses to choose the Pheer ys a 
various districts — age of the district or population of the district? : 

2. How do districts allocate their fun 
be more clearly understood. mppnnre te Diaseed Sake Panchayats, This.npeds to 

3. Also, what is the mechanism of transfer of funds between the Zilla and the Taluk Panchayats? 
This is important as the Taluk Panchayat is the last point of delivery of funds for the RCH 
services. 


(Footnotes) 
u Chitradurga — 9% from state schemes, 5.6% from the central schemes Chamarajnagar — 
7% from state schemes, 4.7% from the central schemes 


2 Please see Appendix II 


PHC LEVEL DATA 


The data from the PHCs is primary data from the district of Chamarajnagar. The surveyors have 
gone to each PHC to collect data on salaries, operating costs and the list of the ANMs'. The sample 
has been cleaned and data from PHCs that has information on costs as well as demographics has 
been analyzed. Information on number of people who visit the PHC and the exact coverage of the 
ANM cannot be determined from the sample. 


The trends that have been analyzed and highlighted below are general trends for Chamarajnagar. 

* After the upgradation of PHUs to PHCs, we find each PHC has under its jurisdiction 4 sub 
centres. Each PHC caters to an average of 15 villages and a population of close to 15400 
(on average). An educated guess is that, when the PHUs were upgraded to PHCs, their 
coverage was untouched. 

Each sub centre caters to a population of close to 3600 people. 

Per capita health expenditure is as Rs. 49/month in the district’. 

Each PHC has an average of 4 ANMs and each ANM will provide close to 37 women ANC 

services in the year. 

% 56% of the women receive a TT2 shot. 80% of pregnant women receive 100 IFA tablets. 
66% of the women are anemic and are being treated. 

* Trained professionals attend to 85% of the deliveries. 34% of the deliveries take place at 
health institutions. 14% are attended to by trained birth attendants, 21% are attended to by 
ANMs and mid wives, 14% take place at home. For some pregnancies there is no information 
on the place of delivery. — 

* 8% of the women have been identified to be high-risk cases. | | 

*% RCH per capita is calculated to be approximately Rs. 170 per capita annually in 
Chamrajnagar. This is directly related to the variables we have chosen to represent RCH. 

# Maternal and child health per capita was determined to be close to Rs. 325° annually in 


Chamrajnagar. ; HC s into 
& It has been found that 89% (as an average) of the expenditure on PICS gos 


payment of salaries. 


+ + 


the 


(Footnotes) 


8 ANMs 's list provides complete details of the beneficiaries for the MCH services. 


14 There are some outliers in the sample that cater to close to 4 villages only. 
15 For formula check the end of the report. 
16 Please see end of the report for formula used. 


Figure 1 - The individual PHC break ups can be shown below. 
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Table 2 — Per Capita Expenditure of Government for General Health, RCH and MCH 


services. 
Name of the health centre 
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Issues of Accessibility — 

* There are only male doctors at the PHC. A direct implication is that it reduces the 
accessibility of the PHCs since not all women are comfortable going to male doctors 
for problems regarding their reproductive health. 

% ~The PHC are inadequately equipped. For example, there are not enough beds in the 
PHC, inadequate staffing and inadequate provision of other infrastructural services 
such as a proper waiting area. This also reduces the accessibility of PHCs for people. 

* The distance of the PHC to the individual also matters; often though the PHC covers 
4-8 villages, people feel that it is completely inaccessible and unreliable. For example, 
if there is an emergency late in the nights, the people have no alternate but to go to 
the nearest Taluk or District hospital. 

* Though there is a record that says close to 80% of the women receive 100 IFA tablets 
during their pregnancies, it is very hard to use that as a measure of the success of the 
PHCs. Most often the tablets are distributed, but will remain in the houses stocked 
away in a corner because there is a social stigma that mothers who take iron tablets 
will have dark skinned babies. There are many social stigmas attached to maternal 
health care, ante natal care and post natal care that often reduce the accessibility of 
these services. — 

* Another interesting point is that, in the primary survey conducted on women there 
was no mention of any individual whom has used the PHC for their child delivery. 
However, this could also be due to the fact that service delivery of the PHC comes 
under the broad head of government hospital. This needs to be verified. 

% When we compare the results from the PHC level data and the household level data, 
‘t can be seen that, while the ANM claims that only 34% of the deliveries were 
institutional deliveries, 71.8% of the household observations used hospitals. the ANM’s 
list says that 21% of the deliveries were conducted by the ANM, but the household 
data says that 10% of the deliveries at home were conducted by the ANM. There is 
no mention of ANM delivering in the hospitals. The problem with making such a 


comparison is the time period of the sample. 


Analysis Of Household Level Data 

Household level data comprises of primary data collected from a survey conducted on women in 
districts of Chitradurga and Chamrajnagar to evaluate their awareness on, access to ane oe : 
of Reproductive and Child Health services. The current sample consists of 139 observations ° tt 
110 samples have been collected from Chamarajnagar. Since the database of Crnpadorge ci ! 
small, no general analysis has been done on the same. The data from Chamarajnagar, in odarlio 


to having a larger size, is also more informative. 
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ummarize the general trends of the data. The findings are 


The results that are presented below s 
le under various heads. The present data can be used 


re are outliers in the samp 


preliminary and the 7 
direction of data collection and analysis. 


to determine future 


CHAMARAJNAGAR — General Trends Of The Sample 


nagar was found to be close to 23. In the 


and (ranging from 1000 to 80000) with an 


The average age of sample interviewed in Chamaraj 
district, the average annual income was app 9800 Rs 
average of 6 members in each household. 


In the sample, which was conducted over a 6-month period (January 2005 to June 2005), 30% of 
the women interviewed were pregnant during the time of the survey. 95.5% of the women had been 
pregnant before (105 observations). While the age for the first pregnancy ranged from 12 to 34, the 


average age is around 19 years. 


t was found that 42.7% of the women had some complication during pregnancy. These complications 
included stomach pain, severe giddiness, anemia and tiredness. During the time of delivery 31.8% 
of the women had complications of different sorts. Caesarians compromise a large portion of the 


deliveries. 


Figure 2 — Complications faced by women. 


complications during pregnancy complications during delivery 


é the sample, 20% of the women in the sample have had at least 1 abortion, 63.5% of which have 

ad 1 abortion for sure. 18.2% of the women had children whom were stillbirths or have died due to 
‘ae Laie or the other. It seems that the risk of losing one child is the highest after which the 
risk reduces. 


Figure 3 — Cases if Child mortality due to abortions or still births 


abortions in the sample cases where the child died 


Ino abortion | 


a abortion | S \ [Hino death | 
(C12 abortions | CX ‘i died 
(03 abortions | . (2 died 
1B4 abortions | Oe 4 (D3 died | 


The sample also has information on the various services the women availed during the | 

they had. 97.3% of the women had taken TT shots, 83.6% were given iron sy . e last pregnancy 
their urine tested and 88.2% of the women had blood tests. Even though i aete had 
conclude that these numbers are good indicators of ANC provided, the questi 9 be tempted te 
about the quality of services. Like for example - question must be asked 


% When the women are given the iron tablets, its difficult to determine how many will actuall 
take it. The household survey revealed that most women were under the misconception mes 
their children would be dark skinned if they took iron tablets. 

* Also, there is no information on what gets tested on the broad headings of urine and blood 
tests and whether these women actually know what these tests are done for. 


In the household data, 33 observations were pregnant at the time of the survey. Out of these, 93.9% 
of the women had taken a TT injection and 81.8% had been given IFA tablets. From the PHC level 
data, we find that 80% of the women had received IFA, but only 56% had been given TT]. Does the 
discrepancy of TT given mean that TT is not being delivered properly at the PHC level? Does it mean 
that the women are using some other service for TT injections delivery?. 


For the last delivery that the woman had, 51.8% of the women availed the services of a government 
hospital, 20% availed the services of a private hospital and 18.2% had their deliveries at home. 


Figure 4 — Last Institution by the woman during labour 


service used for previous delivery 


S governement 
hospital 
@ private hospital 


Ohome 


Ono info 


2 7% of the women have had RTI. The validity 
but don’t know about it, there 
2.7% can be taken as a 


lf we look at the other aspects of RCH, we find that | 
of the number is debatable. For one, there are women who have RT! 
are others who might have it and choose not to talk about it. However, | 


broad measure of awareness. 


i Id 
Only 10% of the women interviewed actually consulted the doctor regarding he same. This ot : 
indicate that there are women who are aware about the disease but are not talking to ee a 
y : j ivi eir 

the same. This shows the possibility of a communication gap between the individual an 


accessibility to services. 


Figure 5 — Women with knowledge that they have had RT| 


Awareness of the RCH services provided by the government 


The state government is into mass media education for MCH. So while the state is claiming to have 
more than 100% coverage on their various programmes, the people of Chamarajnagar are not of 
the same opinion. In the household data, it can be found that except for the print media, there is a 
majority of the sample that has not heard of RCH through any media. A plausible reason could be 
that the state has not carried out these programmes as effectively in Chamarajnagar. 


With regards to the awareness of family planning, 75.5% of the sample knew about family planning. 
Most of the women felt that 2 children is the ideal number for a family. This is disregarding the fact 
they may have had more than 2 children. 


As a part of the RCH programme, the government is conducting a mass media education programme 
on RCH. When the respondents were asked if they had attended any RCH camps, 87.3% said they 
hadn't. 32.7% of the people had heard programme related to RCH on the radio or on TV programmers. 
91.8% had seen some print on RCH. When asked if the issue of RCH was discussed in the Gram 


Panchayats, 1.8% said yes. 55.5% said it hadn't been discussed in the ronepaet and 42.2% had no 
idea if it was discussed or not. 


Figure 6 — Awareness of RCH programme of the government 


attended RCH camps 


heard about RCH through the radio/TV 
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seen any posters/wall drawings 


discussion of RCH in GP 


‘Byes 


.) no 
‘OT don't know - 


Access and Affordability of Health Services 
In the next step we have tried to analyse the issues of accessibility and affordability in the context of 
ownership of the health institution. Depending on where the last delivery had last taken place, the 
sample has been divided into 3 categories: - 

1. Government hospital delivery 

2. Private hospital delivery 

3. Home delivery 
There is no clear evidence from 11 observations on the access to these types of services hence they 
have not been included in the analysis. 


The general results are presented below — 


Table 3 — Choice of Health care institutions based on previous experience 


Categories , kc Home 
Hospital Hospital Delivery 


Fcaaenbega dtibena eet child [= _16-)7 20] | Te 
FAtleai One obonishibreviaealye.| foo. 21% see |e 
Had atleast ore sil biths previews [17.5% | 1.6% | 10% _| 
Complications during delivery SH 


* The service used for the abortion is not known. 
** The services used during the time of the still birth is not known 


Private 


Government 


The table clearly shows that women who are higher risk cases or have faced some sort of problem 
hey have pregnancy. If one talks to 


previously access the private health care system the next time f 
health care systems provide better 


people also one finds that the perception Is that the private 
facilities to handle complications and problems during child birth. 


Of those who had abortions, 86.4% went to hospitals for the last delivery, 13.6% used their homes. 


: . - { 
All respondents who had more than one abortion have used the services of the hospital el sien ios 
I 85% accessed the hospitals for their deliveries. 


delivery. Of those women whose children were born sti | 
er to use the organized 


This clearly shows that women who have higher risk of losing their children pref 


sector for accessing RCH services. 
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Table 4 — Quality of Health care based on provision of Antenatal care 


Categories Private Hospital 
98.2% 100% 

IFA Tablets 78.9% 95.5% 

Blood Test 89.5% 90.9% 
82.5% 86.4% 


The evidence from the data shows that if a woman were to access the private health care system, it 
is more likely that she would get all the proper tests. Surprisingly those women who had deliveries at 
home also share the same experience. This could mean one of two things 

1. Government services are not thorough in providing ante natal care 

2. Those who access government services are not well informed about the kind of ante natal 


Home Delivery 


care required and hence don't ask for the services. 


Of those who had their deliveries in a government hospital, 98.2% only had their TT injections. A 
98.2% of TT injections might imply any if the 2 things, 1. The women were not given any TT medical 
reason (such as quick succession of conception or so on). 2. Laxness on part of government services. 
All the individuals who -had their deliveries either in private hospitals or at home had TT injections. 
However, since it is difficult to determine the point of service of delivery for TT. 


Table 5 — Affordability of Health services 


Hospital Hospital Delivery 

Income of 
Household (Rs) 
Ante Nota 
Services cons” (R) 
Di OC a cP a a he gall oie 
al Se es Se 


Cost of ‘Delivery’'® ) 
(Rs. 
Cost of the 


pregnancy term. (Rs.) 


(Footnotes) 
17 , en 
Antenatal care includes medicines, costs of check ups and costs of laboratory services. The women 


have been to any number between 1-5 ANC checkups, but our cost data only includes the aggregate 
amount. Since there is no information on what is the exact point of ANC service delivery, one 
cannot make any conclusions regarding the quality of ANC given by each individual service 
The costs of deliveries include only the cost incurred to the individual in payments to doctors, 
nurses, dayis, ANM, etc for conducting the delivery. 
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Summary 


In our discussions we often found that it was acknowledged that firm data were not available. In it 
absence, decisions have been based on ad hoc and arbitrary hunches etc. Our effort to use ental. 
data shows that the answers we seek cannot be extracted from this data. This leads to a dilemmo Do 
we continue to make ad hoc and arbitary decisions, bemoaning the lack of data? or do we ee the 
basis of exercises like this one, try and improve the database? We hope this discussion, which has 
pointed out specific gaps in availability of data, will contribute to finding a solution to this question. 
Maternal health is too important a matter to ignore for ever. 


Areas For Further Analysis 
1. Developing new methods to unbundled costs of RCH within the PHC. 


2. More accountability in the budgets on the expenditure on health services. 

3. Looking at Central Allotments for RCH head wise and hence determining the direction 
of flow of funds. 

4. Increasing the size of the database of the household analysis to make conclusions more 
definitive. 3 

5. Enlarge the size of the Chitradurga database for both PHC level data and household 
data. 

6. Improve the income database of the household data. Checking if there are any income 


effects that determine choice of services once the data on income ahs been reentered. 
7. Obtaining data on where ANC was delivered. 


APPENDIX | : FORMULAS USED 
| A: HEALTH SERVICES 


Calculation of total health services 
Per capita health services = actual expenditures on salaries + running costs 
: Total population 


* Actual exp on salaries = sum of salaries of docs, nurses, Sr LHW, Jr LHW, Sr MHW, Jr male 
health worker, lab technicians, drivers, compounders, Group D in the year 2004 (as collected 
from primary level surveys at the PHC level) 

*% Running costs = fixed cost allotments for water, electricity, stationary, others, telephone, 
medicines 

* — Total population = covered by each PHC (lists maintained at the ANM level. , 

*% Possible problems in the population collected- cant tell how many of the population actually 
access the PHC services. We assume that since then ANM has collected the info, she covers 


the population and thus, indirectly they are connected to the PHC services. 


|B; RCH SERVICES 


Calculation of RCH using a different population figure | 
Per capita health services = actual expenditures on salaries + running costs 
Total sample population 


* Actual exp on salaries = sum of salaries of docs, Jr LHW, Group D in the year 2004 (as 


collected from primary level surveys at the PHC level) 

*% Running costs = fixed cost allotments for water, electricity, medicines 

We assume that 25% of he drugs going into FW goes into MCH in particular 

* Total sample population = sum of number of women in the eligible couple list and list of 
children between the ages of 0-5. We assume they constitute half the eligible couple list and 


include all women who are in their productive age groups 


he 


| C : MCH SERVICES 


Calculation of MCH per capita 
Per capita health services = actual expenditures on salaries+ running costs 
Total sample population 


* Actual exp on salaries = sum of salaries of docs, Jr LHW, Group D in the year 2004 (as 
collected from primary level surveys at the PHC level) 
* Running costs = fixed cost allotments for water, electricity, medicines 


ae 


We assume that 25% of he drugs going into FW goes into MCH in particular 
* Total sample population = sum of number of regnant women and list of children between 
the ages of 0-5. 


However, one needs to determine what part of the ANM or doctor’s time will go into RCH programmes 
and consequently their salaries need to be reduced. Also, by assuming that the entire infrastructure 
cost allocations goes into RCH is a limiting value to the validity of per capita MCH. For example, if 
we assume that on the whole, 10% of the expenditure of the PHC goes into RCH, our numbers are 


reduced to Rs 55 for MCH and Rs 19 for RCH. Hence knowing these values will make a tremendous 
difference to the costs estimated. 


APPENDIX II 


Budget Heads we have looked at 


ll A. STATE BUDGETS 
State level 


Rural health services - Family Welfare 


* ~~ Health sub centres (+capital building) Providing infrastructure under FW 


*& = Subsidiary health centre Maintenance of equipment 


* ~~ Establishment of new sun centres MCH at PHC level 
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+ + + + + HH OH HH OH OF 


PHC (+capital buildings) 

CHC (+capital buildings) 

Other expenditures 

Water supply to rural health institutions 
ICDS project 

School health services 

IPP (ill) 

Health and FW training centres 
Training of senior lab technicians 
Programme for women 

Health programmes for SC/ST women 
Training of junior lab technicians 
Refurbishing existing PHCs 


ll B. ZP level 
Rural health services 


+ + + + + + + H HF H FH 


Health Sub centres 
Subsidiary Health Centres 
PHC (+capital buildings) 
CHC (+capital buildings) 
Hospital Dispensaries 
Provision of Ambulance vans 
Establishment of blood banks 
Mobile health units 


Strengthening of PHU (+maternity annexure) 


Establishment of PHU (+capital buildings) 


Construction of Post Partum rooms 
Establishment of Sub Centres (MNP) 
Water supple to rural health institution. 


Disposable Delivery kits 

Child survival and safe motherhood 
Maintenance of cold chain equipments 
Training in FW & MCH 

Post Partum Programmes 

Akshara Arogya 

Purchase of vehicles 

Women’s health care 

Loans to paramedical staff for 2 wheeler 


Provisions hygiene kits for rural women 


Family Welfare 
Disposable Delivery kits 
Child Survival and Safe Motherhood 


These figures include budget as well as actual expenditure for the 9'* plan. The 10" plan figures 


include the projected expenditures. 


ll C. ALLOCATIONS TO THE ZILLA PANCHAYAT BUDGETS 
Plan Expenditures 
Medical and Public Health 
Zilla Panchayat schemes 


+ + + +  F 


PHC 

PHC (MNP) 

Upgradation of PHC to CHC 
Provisions for Ambulances 
Establishment of blood banks 
Repairs to hospital equipment 
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Family Welfare 

Zilla Panchayat Allotments 

State Schemes 

Compensations 

Supply of drugs under Family welfare 


Transport 


Centrally Sponsored Schemes 


Direction and Administration 


Taluk Panchayat schemes District Family Welfare Schemes 


Rural health services 

Health Sub Centres 

Strengthening of PHUs (maternity homes) 
Establishment of Sub Centre 

Other Expenditure 

School Health Services 


Supplies and materials 


Training of Dais 

Compensation 

IUD Vasectomy and Tubectomy 
Mass Education 

other services and supplies 


District Post Partum Programmes 


+ +t + ee HE HE 


Non — Plan Expenditures 
Medical and Public Health Family Welfare 
PHC Population Centres 


PHC (GOI Patterns) . Zilla Panchayat Schemes 
Upgradation of PHC TO CHC 

Drugs and Chemical to Allopathy and Medicines 

Strengthening of PHUs (+maternity homes) ~ 

Establishment of Sub centres 

Buildings 

Water and Electricity 

Telephone 


+ + + + + H HF H HF FH 


Taluk Panchayat Scheme 
Health and family welfare performance budget (2004-05) 


Direction & administration 

Training 

Urban FW service 

Maternity and Child health 
Transportation 

Compensation 

Mass education 
Selected area programme (include IPP) 
Assistance to local bodies, corporations etc 
Assistance to Zilla Panchayats 

Other service and suppliers 


* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 
* 


Expenditure 


APPENDIX Ill: Abbreviations 


ANC Ante Natal Care - 
TBA Trained Birth Attendant 

TT Tetanus Oxide 

IFA lron & Folic Acid 
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PHC 
PHU 
AIDS 
MCH 
RCH 
ZP 

TP 
ANM 
Dayi / Aiji 
RT| 
LHW 
MHW 
FW 


Primary Health Center 

Primary Health Unit 

Acquired Immuno Deficiency Syndrome 
Maternal and Child Health care 
Reproductive and Child Health care 
Zilla Panchayats 

Taluk Panchayats 

Auxillary Nuuse and Midwife 

Informal health attendant who lives in the village 
Reproductive Track Infections 

Lady Health Worker 

Male Health Worker 

Family Welfare 


APPENDIX IV : Comparison Across Cases 


Figure 7 - Person who conducts deliveries at the various Institutions 


governement hospital 
private hospital 


nurse 


ance y B doctor 
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President is Dr. D. K. Subramanian and the Secretary and Director is Dr. Vinod Vyasulu. 


The objective of the Society is to contribute through research to understanding and implementing a 
process of long run, sustainable, equitable development in countries like India. Equity, as we understand 
it, extends across time - future generations must not be deprived of resources because of irresponsible 
use - and class and gender - all human beings have inalienable rights that society must ensure. 


An area in which the CBPS has made a contribution is in the context of the ongoing process of 
demeeratisation and decentralisation following upon the 73rd and 74th amendments to the Indian 
Constitution. In this context, budgets of different governmental bodies are important statements of 
policy priority. Budget analysis at local levels is an area where much needs to be done. An example 
“ “is the work of the Centre in studying the budgets of two zilla panchayats [Dharwad and Bangalore 
(Rural)] in Karnataka. This report, formally released by the Governor of Karnataka, Her Excellency 
Smt. Rama Devi on July 4, 2000, is being used in, programmes to orient those who have newly been 
elected to local government bodies. The CBPS is currently working on a study of the finances of a few 


city municipal councils in Karnataka. 


-One way of meeting our objective is by providing inputs into ongoing debates in society on matters 
of policy priority by collecting and analysing information and presenting scenarios on different options 
that face the public. Industry is one such area. The functioning of different sectors of industry, its 
impact on employment, livelihoods, productivity and the like, and the different options open to this 
country, in the midst of major global changes like the advent of the WTO, need careful study and 
debate. CBPS did a study and published a monograph. Another area of importance is an understanding 
of the nature of the local economy. The Centre has worked on this issue and a manual on the method 
to calculate District Income in India, sponsored by the Planning Commission, is being published by 
Macmillan India. 


Another area of importance is ecological and environmental sustainability. The interface between 
local bodies and environmental programmes is another area of focus. CBPS has studied the working - 
of programmes like drinking water, watershed development and joint forest management to see how 
local bodies can contribute to the meeting of national objectives. | 


CBPS is a partner in a campaign called PROOF (Public Record of Operations & Finance, along with 
3 other Bangalore based organisations. The PROOF campaign provides an opportunity for citizens & 
the corporation of Bangalore (BMP) to join hands and demonstrate that public money is being used 


for public good. This will be achieved by systematic BMT performance report & reviews, substantiated 
by performance indicators & explanatory statements. 


CBPS will remain a small body of professionals who will work by interacting and networking with 
others who share such interests. Working groups for different studies with professional membership 
will be set up, and will work with minimal infrastructure. Full use will be made of modern technology 


in this process. The results of such work will be used in training, in dissemination of results and in 
follow up programmes. 


